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Executive Summary

According to the World Health Organisation, the Iraqi Government estimates that almost 70% of critically injured patients with violence-related wounds die while in emergency and intensive care units due to a shortage of competent staff and a lack of drugs and equipment (April 2007, Geneva). Although security remains a serious issue - impeding accurate assessment of the present state of medical services and health needs, and the distribution of medical goods - there are many simple provisions that can be offered by the international community to help dramatically reduce this figure. However, four years following the 2003 invasion many initial efforts to assist the situation have not been pursued.

This conference, organised by The Iraqi Medical Association in collaboration with Medact, invited a wide range of individuals and organisations involved in the health sector of Iraq to discuss these issues in a series of talks, plenary discussion sessions and smaller discussion groups. 

The conclusions from the conference included a general consensus that continuing to network by holding regular meetings and discussions between groups would ensure improved co-ordination of projects and better utilisation of resources. This co-ordinated effort should include both UK-led groups and our Iraqi counterparts, and in this way try to secure financial support for existing projects, particularly those that involve local Iraqi-led groups working in the Iraq to ensure assistance at grass roots level. 

It was also agreed that Iraqi refugees displaced in Syria, Jordan, Iran and in other countries are still in urgent need of assistance. The international community should participate more in the funding, organisation and protection of basic medical care provision, and assist more in providing appropriate housing, education and employment for these people. There is no security threat in assisting Iraqis in these areas and the governments of these countries have already made repeated pleas requesting help.

An e-mail discussion group has been set up following this conference encouraging further networking and wider participation in existing ideas and projects. It was agreed that another similar meeting would be arranged soon to discuss follow-up plans and to ensure the plight of the Iraqi people and their continuing struggle to secure a functioning and reliable health system is not forgotten. 

1.0 Background

This conference grew out of previous initiatives such as the front page letter signed by 92 doctors that appeared the Independent earlier in the year, which called attention to the state of Iraqi hospitals and the consequences for the health of Iraqi children. It also followed various communications with the UK Department for International Development and other politicians. It was directly the result of discussions between the Iraqi Medical Association (IMA), Medact and other organisations – particularly the International Medical Corps - concerned about health in Iraq. There was an awareness of ongoing support to the health sector in Iraq being provided - despite the security situation - by international organisations, local NGOs and individuals who were not necessarily in touch with each other.    

2.0 Aim

The aim of the conference was to provide a networking and information sharing opportunity for those concerned about the health situation in Iraq and to stimulate debate and encourage people to ask questions relating to the health crisis.

3.0 Methodology

The morning was dedicated to plenary speakers in order to give people an update on the current situation in Iraq, present humanitarian efforts and policy thinking. A final question panel involving all speakers meant that questions could be addressed by more than one speaker and allowed for wider debate.

The afternoon was devoted to group discussion followed by plenary feedback around specific topics, which built on and took forward issues from the morning presentations. Ten people was the maximum per group in order to enable all to participate. Discussions were under Chatham House rules to encourage openness. A note taker was allocated to each group to capture discussion to complement the group feedback. Names were not mentioned in the notes. Each group nominated one person to give feedback in plenary which was complemented by others in the group and then discussed in plenary. 

Participation in the conference was by invitation. This was in no way to be exclusive but to ensure that numbers and experience / expertise allowed for practical and meaningful discussion. In the event all those who requested to come after invites were sent out were invited. 

All invited were encouraged to display materials at the back of the room and breaks were generous to allow for discussion. 

4.0 General Results

The level of discussion during the breaks and the length of time people stayed after the event indicated that this truly served as a networking event. Feedback since the event has also indicated that useful practical partnerships were established. 

The content of presentations complemented each other; questions were open and frank. The group work generated detailed discussion; feedback to the plenary was – as is to be expected – more general in nature having been through the process of reaching consensus within the group.

Recent history was also an aspect covered by several speakers – an essential component if today’s situation is to be seen in context and lessons learned. 

There was a clear desire to take the meeting forward through future collaboration and several ideas were generated as to how to do this. 
5.0 Opening Session

The Chair Dr Heba al-Naseri welcomed everyone to the first meeting of the Iraqi Medical Association to specifically discuss the humanitarian situation in Iraq. Dr al-Naseri mentioned the fact that at the WHO /UNHCR meeting earlier in the year it had been estimated that 70% of critically ill or injured people die in Iraq despite reaching emergency services. The underlying reasons for this - particularly the security situation - are well known, and have been well documented in recent reports. 

The objective of this conference was to share information and network at a very practical level, to allow for frank and open discussion under Chatham House rules, in order to consider what contributions can practically be made to improve the health situation in Iraq at the present time.

Dr al-Naseri sent apologies from Prof Brian Brivati of the UK Iraq Commission who unfortunately had to pull out the previous day due to personal reasons. Prof Brivati had sent a summary of the Commission report findings relevant for the conference which were available to participants.

6.0 Presentations

6.1 Presentation 1

Role of Iraqi Medical Association and objectives for the day

Dr Baha Al-Wakeel 

President Iraqi Medical Association

The Iraqi Medical Association (IMA) was founded in 1991 and is a professional, non- political, not-for-profit and all inclusive voluntary organisation. It has approximately 300 active members consisting of doctors and allied health professionals; they tend to be in senior positions and all are based in the UK.

The objectives of the IMA are to promote and maintain the interests of members, and non- members as appropriate, circulate and present scientific and social science papers at 3-monthly meetings, and publish in periodicals. Information provided includes career advice, and the exchange of professional and research findings. They collaborate with the General Medical Council, the British Medical Association and the Royal Colleges. Meetings are held every 3 months and include an annual conference – the next of which is planned for the end of October. 

The most important issue for the IMA at present however is to help Iraqis inside Iraq.

To this end activities include sending medical equipment to hospitals in Iraq, lecturers to Iraqi medical universities (although this is now difficult because of the security situation) and assisting Iraqi doctors with training. The IMA has assisted in the formation of a medical training centre based in Erbil – and specialists are able to be sent there and provide training opportunities for Iraqi doctors at the present time. The IMA has also contributed towards medical school exams. 

Their future plans are to secure charity status in order to help contribute more to Iraq and to liaise and to liaise with other groups in order to offer more support – and one of the objectives of the day was good coordination.

Dr Al-Wakeel made mention of the escalating violence and widespread insecurity in Iraq which, combined with the worsening shortage of health workers, is putting great pressure on the Iraqi health system. There is an increase in patients and inadequate facilities in hospitals. He cited government reports that say 70% of the critically ill or injured went on to die in emergency or intensive care.

Dr Al-Wakeel highlighted the following as the aims and objectives of the day:

· to discuss and consider the future of the humanitarian and health crisis in Iraq.

· to promote information sharing and networking between groups

· to explore the ongoing opportunities to resume and increase humanitarian work in Iraq

· to support ongoing efforts and projects in Iraq

· to encourage renewed interest and concern on the part of the international community in worsening health indicators in Iraq.

He concluded by saying that given the worsening health indicators in Iraq something had to be done. Many organisations were willing to help the problem was finding the right channels to do so and he hoped that this conference would facilitate this.

6.2 Presentation 2

Challenges of providing humanitarian relief to Iraq since 2003- trials and tribulations

Dr Jose Francisco Duda

International Committee of the Red Cross (ICRC), Geneva

Dr Duda opened his session with a short history of the ICRC’s presence in Iraq since the 1980s, during which time staff have been killed and  their level of activity has varied.

He highlighted severe effects of a decline in public health services, and how women, children and the elderly are the worst hit in times of violence and crisis. He said that ICRC were committed to stay in Iraq and that there were multiple unfulfilled humanitarian needs to address. They intended to increase access to those in need in the coming years.

Dr Duda explained how ICRC works: they are neutral - do not take sides, do not make political statements, provide assistance to everyone independently of any political considerations.

In the past they have found the ICRC symbol offered protection but this was not the case in Iraq. Colleagues had been killed. While the level of their activities has varied, they have always continued their prison visiting activities. 

Given the security constraints that are the main obstacle to their work in Iraq they have tailored their strategy to different regions. They have a permanent presence in the north of the country where security is better, a regular and frequent presence in the south and an occasional presence in Baghdad. Here and in other areas they work remotely through Iraqi colleagues - who have access to places staff of the ICRC do not - using mobile phones and email. Some rehabilitation activities are also conducted in this way. Whereas they used to rely on members they are now using local services to a greater degree. The ICRC would like to increase their activities and the visibility of their presence so that everyone understands what they are doing in order to be able to reach everyone in need, despite the casualties they have suffered in the past.

On the issue of brain drain, Dr Duda said the ICRC offers competitive salaries to retain staff, involves them at all stages of their activities and holds regular meetings to maintain contact.

The emphasis of their work is on emergency care, rehabilitation of existing and provision of new facilities, and water provision. Due to the lack of functioning equipment they provide kits tailored to emergency room and operating theatre operations which include surgical equipment for the most common cases. They have also developed war wounded kits containing drugs and consumables including analgesia  and antibiotics, and mini kits which contain fewer items. Since the beginning of this year 39 war wounded kits have been provided; these can be got to where they are need I between a few – 24/48 hours depending on the situation. By the end of the year they hope to have assisted 57 emergency room and equipped 27 operating theatres.

The ICRC has carried out training in war surgery and trauma care, accident and emergency and first aid and physical rehabilitation for orthopaedic technicians.

They are involved in physical rehabilitation and provide training and technical support to those with disabilities. They assist 11 rehabilitation centres 10 of which are run by the Ministry of Health and one directly by ICRC. These centres have approximately 26,000 beneficiaries. They have supported the supply of water and water treatment in various ways both for health facilities and the general population.

The situation means that people are left with no income and there are an increasing number of widows as most casualties are men. ICRC also supplies food parcels and essential household items and supports microeconomic projects. 

ICRC’s future priorities are to gather region specific data on morbidity and mortality,

increase implementation capacity through more partners in the field and more skilled human resources. They would also like to see a situation where there is effective communication with all stakeholders in order to avoid duplication of activities thereby maximising benefits for those affected. A written agreement with the MoH re the importation of medicines would be very useful. He emphasised that work was only possible thanks to Iraqi colleagues. (? What they have achieved described as ‘modest’).

6.3 Presentation 3

An update from Iraq - health specific challenges

Dr Al-Mukhtar

Ex Director of Medical City, Baghdad

Dr Al-Mukhtar explained that the Medical City consisted of 6 major general and specialist hospitals with over 2000 beds. He had returned to Iraq in 2003 as an advisor to the Ministry of Health and spent 2.5 years as the Director General of Medical City. 

Dr Al-Mukhtar spoke about the disintegration of the state, and the state of the Iraqi health system today. Iraq has had 35 years of dictatorship, has been through three wars, and 13 years of strict economic sanctions. In addition the recent invasion, current occupation and civil armed violence have all contributed to the deteriorating state of the Iraqi health system, which was previously very centralised.

The situation is so bad that scissors and needles are the only equipment some hospitals have. There were times when the Ministry of Health had no chairs and no paper. Appalling pictures of the general state of the decline in the standards of hospitals were shown to members of the audience, showing 20-30 yrs of damage. Hospitals have been left to decay and are being protected by barbed wire and military tanks. There is a lack of ambulances, stretchers are made from cloth, patients cannot reach hospitals, and there are shortages of  medication although this has improved slightly in the last 4-5 months. Training is non-existent in some places and insufficient in others, with students only able to come to their place of training for one or two hours a week. 

The electricity supply averages one hour a day and can come at any time. Videoconferencing has been available at the paediatric hospital on a regular 2 weekly basis although now it is impossible and the internet has to be used.  

Access is a big problem. The oncology unit at the Baghdad Children’s Welfare Hospital saw an increase in attendance November - January (?2006-7?) which appeared to have been related to an easing of the security situation. 

He spoke about the constraints of the centralised structure: that sometimes he would have funds but only to spend on certain things – not medicine and equipment which he would have liked to buy. He also spoke about the difficulties for health professionals when attempts are made to corrupt them and that it can be very difficult and dangerous for them if they refuse.

The levels of mental stress for the population are high and large numbers of Iraqis have turned to smoking. However Dr Al-Mukhtar said the Iraqi people have become very resilient because of all the problems they have been through.

6.4 Presentation 4

An Update from Iraq-short and medium term health policy

Dr Sabah Sadiq

Iraqi Minister of health nominee

Dr Sadiq opened his session by urging organisations to involve Iraqis of all orientations in any needs assessment and activity plans.

He outlined the principles which should underpin a future Iraqi health service. These included political independence, the inclusion of all Iraqis, devolution and accountability. He expressed concern at a lack of ethics in the present situation and cited mental health patients locked up in mental hospitals for demanding to see their relatives. He stressed the need to involve the community in their health services and the need for choice in a joined up system. At present the system was disorganised and those with money could see several doctors in a day if the situation allowed access.

Dr Sadiq then outlined the priorities for the health sector. These included human resource development, information technology, public education on the concept of health, primary and emergency services, infections and chronic diseases including oncology services, private-public partnership, other partnerships and collaborations, centres of excellence, safety and protection for patients and staff.

He went on to speak specifically about leadership and support in the system. There was a lack of supportive one to one supervision. People needed to feel they were members of the system. There was a need for openness and transparency in the system and respect and dignity for all involved.

He concluded by saying that there has to be cultural change to a team attitude among health staff and the community without which nothing can be achieved. 

6.5 Presentation 5
Professor Brian Brivati from the panel of the UK Iraq Commission was unfortunately unable to attend. However he kindly sent a written summary of sections relevant to the Iraqi Medical Association. These can be found in Annex 2.

6.6 Presentation 6
Humanitarian efforts thus far- what are we doing to help

Dr Majeed Jawad

Iraqi Medical Association

Dr Jawad is also a member of Medical Alliance for Iraq, which has managed to establish a modern training and education centre in Erbil which was opened in the presence of Iraqi doctors, ministers and other politicians on Dec 5th 2006. 

The curriculum covers trauma and orthopaedics, MCH, mental health and emergency medicine, and both face to face and distance learning methods are used. The subjects of courses run / to be run in 2007 are orthopaedics, obstetrics and gynaecology, infectious diseases, psychiatry, burns, ophthalmology and ear, nose and throat.

The Centre is independent of government.

In 2004 Dr Jawad was also involved in the Iraqi Medical Speciality Forum.

Future aims are to maximise synergy between Erbil and the UK (including HLSP), establish Middle East regional fellowships through ARC connections, introduce teleconsultations and telemedicine in collaboration with the Swinfen Charitable Trust. They are keen to collaborate to avoid duplication and to allow larger numbers to be trained. They also aim to raise more funding. Another key collaborators is the Norman Rowe Education Trust. Elsevier has also assisted with text books. The Royal College of Paediatrics and Child Health has assisted with a course in Amman and with text books.

There is a forthcoming training programme to modernise primary health care from the 

19th to 26th August 2007 in Erbil. The targeted audience are GPs and policy makers

The focus will be on prevention of communicable diseases and the reduction of infant and maternal deaths.

7.0 Plenary Session: Panel discussion 

The five previous speakers made up the panel

7.1 It was reported that 300-400 doctors from Germany, Austria and Switzerland had signed a letter very similar to the one that had appeared on the front page of the Independent signed by 92 doctors in January.

7.2 It was also reported that the effects of the use of depleted uranium were being recorded in Basra.

7.3 Question: who was responsible for street security in Iraq?

The occupying forces and the international community should provide security as outlined in the Geneva Conventions; this should be handed over to the central government as soon as possible. If the occupying forces could not provide better security they should leave.

Also mentioned: it was important for Europe and the US to support the Iraqi democratically elected government. The UK Iraq Commission had not Iraqis on the panel – all nationalities appear to be speaking on behalf of Iraqis. Negotiations with neighbouring countries should be supported but others cannot negotiate on the part of the government.

It is unclear how much money has gone directly to the health services.

7.4 Question: One charity had been trying to get funding to help their work in Iraq and had only received funds from the Foreign and Commonwealth Office. She wanted to know why the big charities are not helping the smaller ones. 

It was also stressed that supplies could be sent via local communities even when the security situation was poor.

Donors have to be accountable for the funds they issue. It is not always ideal to use private actors; there was a need for a great deal of support for the public sector. Such requests are usually addressed in the field.

It was also pointed out that items sent via local communities also did not always arrive.

7.5 Question: Why are the medical teams in Iraq not receptive to people from abroad?

This had to be a two way process. Some of the medical teams from outside Iraq do sometimes go there with a superior attitude.

It was also mentioned that there needed to be a change in culture to primary care, and local directors needed to be empowered

7.6 Question: What parts of the Iraqi system are working and need to be built on, how can accountability be achieved, and what is the anticipated timeline to do this? Could there be a clarification of statement that Iraq is a rich self sufficient country.

Parts of  the Iraqi health system that needed to be built on were:

· primary health care. Specialist hospitals need investment but primary health care has to be a priority and there is a great deal of potential there

· training and supporting medical doctors and nursing staff. An incident was cited where 70 people were involved: 14 arrived dead, 56 were injured, 13 operating theatres were opened immediately. Only 1 patient was lost. Some of the doctors that treated the patients were not even on call or on duty on that day. The need to respond meant that doctors should be the priority

· some more peripheral services such as the mortuary services need considerable support

Iraq had assets in and outside Iraq and could stand on its own feet given the chance. Accountability will take a long time; proposals have been put forward for the process of devolution, however the time frame cannot be predicted.

Insufficient communication between the universities and the health system and the private practice of doctors was blocking development of the national health system.

7.7 Question: Developing the role of nursing and nurses at national level needs to be a priority: is there an opportunity for this?

Nurses and midwives have not been sufficiently included in planning, yet the are essential for services.

The national mental health plan put a lot of emphasis on nurses.

Medical City donated 10 units for in-service training to maintain standards in nursing. WHO showed interest in this but unclear where that is at the moment.

The first DG for nursing affairs was appointed by the MoH.

7.8 Other comments:

Medical City needs $US 200 million, more also needs to be invested in nurse training; charities and NGOs supply a lot of support but more is needed. Funds should go directly to Iraq.

Security assessments and decisions had to be carried out by the individual organisations concerned – it is difficult to definitively advice other organisations on this.

Iraq was competing with poorer countries for humanitarian and development funds – support from all sources is needed. The PMs office has been supportive with transport.

Since occupying powers were responsible for security, pressure should be placed on them to help transport medical supplies to Iraq.

The session concluded with recognising the importance of unity to achieve a better health system. Also that the IMA is crucial for policy making for the future Iraq and more meetings were needed.

8.0 The workshops: summary of discussion and plenary feedback from each group

8.1 Modes of training and Skills Updates for health Professionals: should health professionals be sent into Iraq, or should Iraqi professionals be sponsored to leave and receive training?

Chair: Dr Majeed Jawad

Group discussion

SECURITY: the notion of sending health professionals to Iraq is one of extreme value, however in the current security situation this is not feasible as this would be putting their lives in danger and they would therefore not be able to perform to the best ability. If and when the security improves the number of health care professionals going in to Iraq can rise.

CURRENT HEALTH CARE ORGANISATIONS: at present many organisations such as the Royal College of Surgeons (RCoS) and the Al-Kubba foundation, sponsor Iraqi professionals to arrive to the UK where they can be introduced to the NHS system, and simultaneously shadow surgeons and consultants for a period of 2-6 weeks. This is beneficial in refreshing their skills and management methods. However, feedback from Iraqi surgeons suggests that hands on experience would be more advantageous, though the provision of such experience in the UK is not possible. Skills laboratories on the other hand can assimilate hands on experience and are therefore a vital tool for learning.

PLANNING IS KEY TO PERFORMANCE: non-governmental, independent assessments need to be carried out in Iraqi hospitals amongst Iraqi health professionals to ascertain their needs and requirements. Upon this representative information, modes of training and skills update courses can be tailored to current needs thus preventing the wastage of valuable resources.

TELECOMMUNICATIONS: this is an extremely useful means of obtaining professional support however, it cannot be used for learning new skills and is therefore an adjunct to not a substitute for other means of learning.

Finally it is very important to acknowledge that the health care system is NOT an individual task and therefore working as a team is crucial for progress.

Key points from plenary feedback (including comments from other groups)
If training takes place in Iraq it will be clearer how to develop training and support health workers.

It has to be remembered there are many types of health workers and training has to be based on a reliable needs assessment.

Training needs sufficient resources including a location; it must be sustainable.

If clinicians come here they can’t practice unless they are registered; they can observe how health services work here and interact with their peers.

Teleconferencing has its place but only to consolidate training and obtain peer support; a skills laboratory is essential for actual training.

Training of trainers is also very important and can lead to cascade training. Longer term in-service training must also be considered. Team work must be incorporated into training. 

8.2 Is a primary-care based health system still appropriate for Iraq?

Chair person: Dr Sabah Sadik

Group discussion


It was agreed that having a primary-care based health system is still an essential tool in helping to deal with the medical needs of the Iraqi people, and is the only way forward for any country’s healthcare system. However, the real question is ‘what kind of primary-care system is needed?’ Rather than abolish the system, we need to reassess its purpose and formulate a model which benefits the wider community. 

An ideal health care system must be accessible, affordable, and based on a multi-level health system. It should be universal to all but must suit the level of care needed in that particular country, and also in specific regions of the country. 

In theory this is an attractive model. However there are issues which we would need to resolve in order to realistically achieve this goal. For instance the lack of funds for salaries, training and basic equipment is a major problem in Iraq. There is also a lack of motivation, both from medical team and the community. We need to change the attitudes of the community towards the public health service as they have a tendency to go straight to central hospitals with any complaints, however small. This should start with providing accessible, well equipped primary services, with trained staff (doctors, nurses, midwives, pharmacists etc), as well as setting up some continuity of care between primary and secondary services. 

We also need to devise a ‘master plan’ set by the Ministry of Health which should be evaluated, implemented and followed locally. The wider Iraqi community should be included in the evaluation of the new system, and have the opportunity to suggest what they want and need rather than having a new system imposed on them.

There is an urgent need for reform of the primary-health care system in Iraq which will take into account the needs of the people and ensure a delivery of care which meets the demands of the country through effective short and long term goals.
Key points from plenary feedback (including comments from other groups)
Need to be clear what kind of PHC we are talking about. We are talking about the PHC that has certain key principles: it should be accessible, affordable and acceptable. It is a multi level system – hospitals also need to be improved. It involves and motivates the community. It will need increased funding and better training skills. It is cost effective. It is delivered as part of a main plan under the Ministry of Health.

We should not neglect good practice from the past – pre 1990 to be a government worker everyone had to undergo a years nurse training. Patients were powerful in the past – sometimes too powerful. Literacy training was also very good. But this was in the 1970s – things were collapsing in the 1990s.

How will it be funded given that unemployment and poverty are high? Would patients be charged? There is strong resistance to this from the authorities and central government. 

Nursing should be taken seriously – it is not something just anyone can do. 

Nurses salaries are very low and they work long hours; teachers work less hours and earn more. If patients pay it could supplement their salaries; otherwise the government will have to pay more. Nurses deserve better: training, dignity and salary. 

Continuity of care must also be considered. 

There needs to be a clear distinction between PHC and primary medical care. Specialist doctors working in community based clinics is not PHC. Training specialists is good but need more PHC workers – midwives have not been mentioned.

There is one project with women community workers that is a very good example – copied from Iran. 

This discussion should be with the stakeholders in Iraq before deciding any of these things. 

8.3 To what extent should the US/UK military or Iraqi forces protect medical personnel and help in the distribution of medical supplies?

Group discussion

The group did not reach a consensus.

One view was that delivery by the military was effective (group members had successful experience of this in the past, though others had not, and it was thought that UK military policy may have changed and that they did not now assist deliveries - there was no apparent policy structure on this).

Commercial organisations: some were helping on a non-profit basis with deliveries but there were problems delivering to some destinations due to security and the need for expensive escorts.
The duties of the occupying forces under the Geneva Convention to ensure health services function and are accessible and to protect health workers was stressed


The important difference between charities which solely deliver medical supplies and humanitarian aid organisations (including medical humanitarian aid organisations) was noted.

If the military is involved in delivering medical supplies this can associate aid organisations with the occupying forces and thereby compromise the security of the aid organisations putting there staff at risk

The principles of humanitarian aid work of neutrality and impartiality can be compromised if they are seen to be associated with the military.

Key points from plenary feedback (including comments from other groups)
The military has been used to protect medical supplies; however this was a limited experience and there is an argument that they should not be involved; arguments of impartiality and neutrality, erosion of humanitarian space, and perceptions of links with international actors. When there was a tank outside one hospital people wouldn’t come for treatment. On the other hand people may or may not know where supplies come from. 

There also needs to be a system so people know where to go for that king of support. 

Other ways of delivery exist – a commercial delivery firm has done very well but to the point of entry. However the challenge is to get it the end point of delivery. 

How are we defining the military: UK, local, mercenaries- there is a danger the whole thing could be privatised. 

For security of supplies and personnel it should be the Iraqi forces that are used not the international ones. 

The group could not reach consensus. Some thought that supplies should be air dropped. Generally considered that military are a last resort – not a service provider  of choice. 

Under the Geneva Conventions the occupying powers have a responsibility to provide humanitarian space. The democratically elected government do not have the resources. It would be relatively easy to put in some mobile operating theatres. The Ministry does have a strategy for safe delivery of items but it is very complicated: some stores are in insecure areas etc.

8.4 How best to assess disease burden, resources and facilities in different parts of Iraq to direct heath policy?

Chair: Jane Salvage 
Group discussion

We need to consider how disease burden and resources can be assessed throughout Iraq, as this is essential for long term planning and future policy.

Initial assessment of the health status of the Iraqi population is essential before implementing a strategy so as to pin point specific needs and risks so professionals can direct their activities and planning.  Evidence of need is required to ensure that resources are not wasted and so that activities can be prioritized. 

As there are concerns that the current health system is not sufficient the first step is to look at where the problems may lie within the current policy, and what problems are faced in trying to achieve present goals.  It  will then be possible to identify present problems and their solutions.
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Assess current system           Is it responsive?          Gaps?           If so address them.

A number of issues were identified concerning the current means of assessment.  A lack of security means that travel is limited, and it is difficult to get to areas that need help.  The British have a contract that means they can’t leave the green zone, so how do minor agencies and other actors get their information and how accurate will it be? Can a small group produce proper reliable data? The reliability of information may also be affected by intentionally inaccurate information; for example with the current unstable situation information may be given with the intention of helping a particular political group.  Studies and needs assessments have to take into account the current security and political situation. 

How information is fed back into the policy is also very important. There appears to be a lack of co-ordination, insufficient leadership from the Ministry of Health and information sharing between different groups.  How the information is shared is an issue and sometimes the same information is recycled regardless of its quality, regardless of its reliability.   

The impression was that people were collecting information at a local level as they have previously but that it was not now being collected and they were not sure how to use it – there was possible a case for capacity building here.  Under the previous system some information was very detailed and perhaps not practical or appropriate in the present situation.  Indicators need to be consistent used so information can be aggregated and compared. In the present situation information is also very political as has been seen with the attacks on the mortality surveys. UNICEF and others have data from 2004 and 2005, but they do not have more recent national data. Data also has to be able to prove the impact that the problem has had on health, for example identifying that delayed access to services has increased maternal mortality.

There is a medical mind set in Iraq, with a perception of health that relies on doctors, injections etc. to solve all health problems, as opposed to public health, preventive measures and lifestyle changes.  It is argued that the country is not secure enough to provide this service, but this is not true for all of Iraq. A lot of resources need to be put into community work and training, and people’s perceptions of what health is taken into account.

How the data is presented is very important, it must be realistic to the context and useable, not simply produced to prove a point.  Funding is essential to support the process of data collection, and integrate the various levels. We need to be clear what they information is for. There definitely needs to be at least a clear estimate of what workers need and this could help coordinate strategy.

Key points from plenary feedback (including comments from other groups)
All the complications of information collection in difficult circumstance have to be taken into account: security, bias etc..

There needs to be investment in the health information system. How much is this considered a priority? IT has been mentioned – will also need human resources and training. 

There is already a welcome move away from a very medicalised approach to information (mortality form of many pages for example) to a more practical level of indicators – particularly under the present circumstances. Universal national indicators need to be agreed at central level – then fragmented information can be compared and collated. In gynaecology for example two national indicators have been agree in relation to anaemia and hypertension. It has to be remembered that there are indicators and statistics and people have been working very hard – we are not starting from scratch. Mental health has an established system and there are good ideas regarding women’s health. 

There is also a need for community based surveillance; community leaders can be involved.

It needs to be clear what is done with the information. There are other ways such as the indicators for the Millennium Development Goals – and the Delphi methodology as a mechanism for turning indicators into policy. There needs to be a link to evidence based medicine.

Central economy, political climate etc. also need to be taken into account. 

8.5 What role does the international Iraqi Diaspora have in assisting Iraq health professionals and health groups in Iraq

Chair: Dr Baha Al-Wakeel 

Group discussion

It was agreed that charities and individuals need to come together to streamline efforts. There also has to be better coordination between various groups and a link within the IMA should be made. If a group has expertise on delivering goods and others have on collecting donations then they can work together.

The obstacles to groups coming together were explored. Issues that arose were the problem of political affiliations of certain charities which might compete with their work in Iraq.

The relationship between the medical group here in the UK and those in Iraq was also discussed. Professionals in Iraq feel threatened by those outside Iraq and this fact alone hinders communication and efforts to assist health professionals and groups in Iraq. This problem is also reflected in wider society. There is a general lack of trust among Iraqis and inadequate communication. As a result the question of culture change was agreed by all to be very important.

In summary, it was agreed that a link between various groups and the IMA should be created in order to facilitate and foster a good relationship between health professionals inside Iraq and those outside. Also, any initiative to help Iraq should be encouraged and promoted.

Key points from plenary feedback (including comments from other groups)
There is no doubt that this role is important. There are many communities inside and outside Iraq and we need to help bring them together. 

One obstacle is uncertainty, and uncertainty about what to do. There is a chance to build long term relationships and trust. 

Many small organisations are already involved, including many members of the IMA; dialogue can help establish what is needed and an organisation could be set up to facilitate sharing of activities. There could be a regular forum to discuss issues that could meet every month or so. There is also the IMA website which will be able to be interactive to a certain extent. 

Personal initiative is important; the need is far greater than what is being done. One association in UK collects money to sponsor orphans and functions very well. The practical potential of each organisation has to be considered and there have to be certain ground rules. 

Funds are an issue; there is a feeling that bigger organisations should listen to smaller organisations more to establish better vertical relationships and a way of tapping into larger organisations.

There is a chance for empowerment in a depressing situation. 

Annex 1

‘THE IRAQ HEALTH CRISIS’

A ONE-DAY CONFERENCE

Organised by the Iraqi Medical Association in conjunction with Medact

Friday 27 July 2007 (0930 – 1700)

Abrar Centre, 45 Crawford Place, London W1

09:30 – 10:00

Registration

10:00 – 10:20

Role of Iraqi Medical Association and objectives for the day
Dr Baha Al-Wakeel
- Iraqi Medical Association President





10:20 – 11:50

Plenary session – 1

Challenges of providing humanitarian relief to Iraq since 2003 – trials and tribulations

Dr Jose Francisco Duda - International Committee for the Red Cross, Geneva

An update from Iraq – health-specific challenges

Dr Al-Mukhtar - Past Director of Medical City, Baghdad

An update from Iraq – Short and medium term health policy

Dr Sabah Sadik - Iraqi Minister of Health nominee

11:50 – 12:10

TEA/COFFEE BREAK + sign up for afternoon discussion groups

12:10 – 13:10

Plenary session - 2

Iraq Commission Recommendations

Prof Brian Brivati – Iraq Commission

Humanitarian efforts thus far – what are we doing to help?

Dr Majeed Jawad – Iraqi Medical Association

13:10 – 13:30

Plenary session questions and answers
13:30 – 14:30

LUNCH

14:30 – 15:30

Group Discussion

· Is a primary-care based health system still appropriate for Iraq?

· To what extent should the US/UK military or Iraqi forces protect medical personnel and help in the distribution of medical supplies?

· Should health professionals be sent into Iraq, or should Iraqi professionals be sponsored to leave and receive training?

· How best to assess disease burden, resources and facilities in different parts of Iraq to direct health policy?

· What role does the international Iraqi Diaspora have in assisting Iraqi health professionals and health groups in Iraq?

15:30 – 16:45

Summary of discussion groups – with group objectives

16:45 – 17:00

Close of day - thanks and evaluation

